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Since the early 1980s AIDS has become a major pandemic. 
Health care practices and the motivational factors 
influencing these behaviors have become essential elements 
for health care providers to implement individualized care 
for persons with HIV or AIDS. The purpose of this 
descriptive correlational study was to determine the 
relationship between health care behaviors and the Health 
Locus of Control in HIV/AIDS individuals. The Health Belief 
Model was used as the theoretical framework. The hypothesis 
stated that there would be no correlation between health 
care behaviors and the health locus of control in HIV/AIDS 
individuals. A convenience sample of HIV/AIDS individuals 
was obtained from AIDS support groups in an urban mid-south 
area. Participants were surveyed to determine if health care 
behaviors, measured by the Health-Promoting Lifestyle 
Profile and health locus of control, measured by the 
Multidimensional Health Locus of Control Scale were 
significantly related. Demographic data also were measured 
using a demographic survey. Data were subjected to simple 
and multiple linear regression analysis. No correlation 
emerged between health locus of control and health behaviors 
in HIV/AIDS individuals. However, when demographic variables
iv
and health behaviors were correlated, age, sex, and race 
revealed a significant relationship. Thus, nurse 
practitioners roust realize that dimensions such as 
demographic and cultural characteristics play an important 
role in determining health behaviors. Assessment of 
behaviors and the motivational factors (external control 
versus internal control) behind their actions are important 
elements in client care and should be considered when 
developing an individualized plan of care. One 
recommendation for future research involves the replication 
of this study with a larger sample size and additional 
ethnic groups.
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Since the early 1980s, acquired immunodeficiency 
syndrome (AIDS) has been referred to as one of the most 
complex problems in the century- Health care providers have 
been faced with increasing numbers of HIV/AIDS clients in 
both acute and primary care settings. As there has existed 
no cure for this disease, providers have been seeking to 
face the management of this disease by optimizing health 
care practices with these individuals. However, health care 
behaviors and the motivational forces behind these behaviors 
have not been clearly identified. By examining health locus 
of control and health behaviors, the researcher sought to 
contribute to a foundation of health care which focused on 
more individualized care for the HIV/AIDS client.
Establishment of the Problem
Awareness of the political and social impact of AIDS 
has been growing as decisions are made about how to control 
the spread and manage the treatment of this disease. 
Sensational stories about the acquired immunodeficiency 
syndrome and HIV (human immunodeficiency virus) have 
exploded into the headlines and airwaves of the news media
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into the consciousness of millions of people (Prewitt,
1989). The Centers for Disease Control and Prevention (1994) 
reported that the total number of AIDS cases through 
December 1993 was 361,509 individuals in the United States. 
The estimated number of deaths related to AIDS was nearly 
2.5 million people in the world in 1992 (Tarantula & Mann, 
1993). By the year 2000, the Global AIDS Coalition has 
projected between 38 million and 110 million adults and more 
than 10 million children will be HIV infected in the world 
(Tarantula & Mann, 1993).
AIDS has and will continue to place multiple burdens on 
society. One such burden on the health care industry has 
been the high cost that is involved in treating HIV/AIDS 
individuals. The estimated average cost for the health care 
treatment of an adult with AIDS was $325,000 throughout the 
course of the disease process in 1992. The vast majority of 
these people did not have private insurance and relied on 
national and state assistance to cover health care costs. 
Another burden associated with AIDS is the acceleration of 
other infectious diseases, such as tuberculosis. The 
pathological process of AIDS has produced a dramatic impact 
on the body's immune system. Thus, society will have faced 
the high cost treatment of more opportunistic complications 
of AIDS (Tarantula & Mann, 1993). Other issues associated 
with the AIDS pandemic have included the predictions of an 
increase in children infected with AIDS, the high number of
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children that will be orphans due to the death of a parent 
that had AIDS, and the increase in the HIV/AIDS individuals 
in the medically underserved, rural area.
Health care providers have faced the multiple tasks of 
education and treatment of those that are HIV infected, 
dispelling myths and hearsay about AIDS, and teaching 
disease prevention. Next, health care providers have been 
ascertaining which factors affect preventive and education 
measures, which first requires the examination of health 
behavior practices of these individuals (Wertheimer, 1990). 
Research findings have suggested that persons with AIDS and 
HIV, like many individuals with a chronic illness, were 
behavior oriented and therefore required behavior-focused 
interventions to decrease the incidence of AIDS and provide 
effective health care to HIV/AIDS individuals (Upchurch, 
Brady, Reichart, & Hook, 1990). Additionally, research has 
suggested that a relationship exists between the health 
locus of control and participation in disease prevention 
behaviors (Upchurch et al., 1990).
Rotter (1966, cited in Zindler-Wernet & Weiss, 1987) 
developed the concept of locus of control as he explored 
individual differences in the effects of reinforcement on 
behavior. Rotter defined three types of locus of control. 
Internal locus of control referred to health internality, or 
the extent to which individuals believe in their own ability 
to influence their degree of health or illness (Zindler-
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Wernet & Weiss, 1987). External control consisted of two 
dimensions, powerful others and chance. External control- 
powerful others suggested that one's health is determined by 
powerful other people (such as physicians, nurses, family, 
and friends). External control-chance referred to one's 
beliefs that health and illness are a matter of fate, luck, 
or chance (Zindler-Wernet & Weiss, 1987). According to 
Wallston, Wallston, and Devillos (1986), the amount of 
control people believed they had over their lives determined 
their motivation and thus directed the action they take.
Kasl and Cobb (1966) first distinguished health 
behavior from illness behavior and sick role behavior, but 
defined health behavior in a limited way as “any activity 
undertaken by a person believing himself to be healthy"
(p. 246). A considerable body of research has explored why 
and under what circumstances individuals engage in health 
behavior. Pender (1987) suggested that certain health 
behaviors might be viewed as a complementary component of a 
healthy lifestyle. Health promoting behavior has been 
directed toward decreasing the individual's probability of 
encountering illness or if illness is present, decreasing 
potential complications and progression of the disease. 
Health promoting behavior has been focused on sustaining or 
increasing well being, self-actualization and personal 
fulfillment (Pender, 1987).
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The focus for care of the HIV/AIDS individual should 
have included the promotion of a healthy lifestyle to 
possibly prevent complications from this devastating 
disease. But before improving behavioral choices, 
identification of motivational factors has been essential to 
health care providers in developing and implementing 
individualized treatment plans.
The increase in the number of people infected with 
HIV/AIDS has emphasized the need for health care providers 
to possess a better understanding of the disease process and 
the management of care for these clients. With the dramatic 
increase in the number of HIV/AIDS individuals that are in 
rural areas, primary care providers are participating in the 
long term care and management for persons with this disease. 
One primary care provider, the nurse practitioner is in an 
excellent position to assess health behaviors and practices 
of HIV/AIDS clients. As nurse practitioners engage in 
preventive teaching and counseling, they must keep in mind 
that motivational and health behavioral practices are 
important factors in explaining participation in health 
promotion, disease prevention, and disease transmission 
(Cox & Waches, 1985).
Nurse practitioners utilize a holistic approach 
directed to mutual goals determined between the nurse and 
the client. This approach should be built on the client's
6
present health beliefs and perceptions of their disease 
process. Individualized care and realistic goal setting for 
HIV/AIDS individuals may be mediated by demographic 
variables, sociopsychologic variables and structural 
variables (information about the disease, prior disease 
contact) in order to provide the best care for the client. 
The nurse practitioner must also identify whether or not 
clients with HIV or AIDS perceive the disease as a threat to 
their health and potential susceptibilities to secondary 
infections caused by their disease process. By identifying 
the locus of control (internal, external-powerful others, 
external-chance) nurse practitioners can target care and 
mutual goal setting so that it includes methods that will be 
better suited and unique for the particular client. In 
addition, nurse practitioners must also identify current 
health care practices to recognize deficits in the client's 
plan of care. The end product of examining the relationship 
between the health locus of control and health behaviors is 
improved health care to the HIV/AIDS population.
Because people differ in motivation, and motivation 
determines the likelihood of seeking care and maintaining a 
medical regime, nurse practitioners must examine the 
proposition that health behaviors (voluntary activities to 
reduce risk of disease) can be predicted in part by 
individuals' health locus of control. The findings of this 
research can be directly applied to the clinical practice of
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health care providers, especially to the role of the nurse 
practitioner. By revealing the relationship between 
externally or internally controlled individuals to positive 
and negative health care practices, the nurse practitioner 
can determine HIV/AIDS clients' preferences for control of 
their health care and assess the provider's approach to 
tailor their management plan. Thus, the purpose of this 
study was to examine the relationship between the health 
locus of control and health behaviors in HIV/AIDS 
individuals.
ThoQret.jç.ai Framewpck
The Health Belief Model (HBM) was chosen as the 
theoretical framework for this study because it was well 
accepted as a predictor of health-related behaviors in a 
variety of health care settings and patient populations 
(Becker, Drachman, & Kirscht, 1974). This model has been 
providing an understanding of the dynamics of behavior 
change in response to health recommendations. The HBM has 
assisted in identifying attitudes and beliefs for predicting 
adherence to a medical regimen. Because this model has 
suggested that health behaviors influence health practices, 
the model correlated well with the health locus of control 
and health-care practices of an individual.
In the 1950s, I. M. Rosenstock and colleagues developed 
the Health Belief Model for potential use as a predictor of 
health behavior (Pender, 1987; Becker et al., 1974).
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According to the HBM, the likelihood that an individual will 
follow the recommended health-related actions was influenced 
by the perceived susceptibility and the perceived severity 
of the disease. If perceived barriers were minimal compared 
to the perceived severity of the disease, there was greater 
possibility that the recommended health-related action would 
be taken. These perceptions have been influenced by a 
variety of modifying factors, including the individual's 
demographic, sociopsychological, and structural variables. 
Several motivating variables have also influenced the 
individual's likelihood of taking the recommended action to 
promote his or her well-being. These motivational factors 
have been called cues to actions. The various components of 
the HBM have been illustrated in Figure A.
When applying the HBM to persons with HIV/AIDS, the 
perceived severity of the disease must be examined. 
Individual perceptions directly affect the predisposition to 
take action (Becker et al., 1974; Pender, 1987). The 
perceived possibility of contracting or recontracting a 
certain illness (susceptibility), the belief in the 
diagnosis, and belief in the seriousness of the illness 
determined the perceived threat of the illness. The 
perceived threat can be directly related to the individual's 
health related behaviors and health locus of control. Becker 
et al. (1974) proposed that the amount of a threat perceived 
determines the likelihood of engaging in health care
Figure A
Components of the Health Belief JModel
In d iv id u a l Perceptions Modifying Factors Likelihood of Action
Demographic vari­
ables (age, sex, race, 
ethnicity, education, 
etc)









tices, sense of fatal­
ism, level of 
acculturation, etc)





disease, prior disease 
contact, etc)_______
Percwved threat o f dis­
ease X
Likelihood o f taking 
recommended health- 
related action
Perceived severity of 
disease X
Perceived susceptible- 
ity to disease X
Cues to action (motiva­
tional factors; advice 
from others, illness of 
Amily members, mass 
media, etc)
Illustration a
Components o f the Health Belief Model
Source: Adapted from Becker M H  and janz NK, 1974
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practices and seeking knowledge. By examining the health 
locus of control and perceived health behavior participation 
in individuals with AIDS, the threat of the disease to the 
individual's health can be identified. If internally 
motivated individuals are practicing positive health 
behaviors, these individuals may have been postulated as 
perceiving the disease process as a threat to their health. 
In turn, this individual may have perceived the disease as 
severe and feel as though quality and possibly length of 
life can be enhanced by positive health behaviors.
DiClemente and Peterson (1994), who examined the Health 
Belief Model and AIDS, stated that perceived threat also 
refers to personal evaluations of the probable biomedical, 
financial, and social consequences of having AIDS.
Cues to action, which are directly influenced by the 
perception of the severity of the disease, were considered 
motivational factors. Motivational factors may have included 
an illness of a family member, information from mass media, 
and advice from others. These cues to action may have been 
directly related to the health locus of control. Those 
individuals that are influenced by others to seek and 
maintain health care were more externally controlled in 
regards to their health care. If the threat of AIDS is 
perceived as high, a cue to action may have influenced one's 
health behaviors. If HIV/AIDS persons were motivated from 
either external or internal sources, and the perception of a
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threat is high, the individuals may have been more likely to 
participate in positive health related behaviors. In 
examination of health locus of control and health behaviors, 
cues to action (if taken) may have been identified. It is 
vital to identify these particular cues in the HIV/AIDS 
population so that health care providers may determine if 
the disease process is perceived as a threat to the 
individual. These cues to action can be identified by 
obtaining information concerning health behaviors and 
distinguishing the health locus of control of the client.
According to the HBM, benefits and barriers determined 
the possibility of initiation of action. The perceived 
barriers were directly related to health-related actions 
which are congruent with health behaviors. Barriers, either 
perceived or real, were most likely to defer action. Janz 
and Becker (1984) argued that benefits minus the barriers 
determine the likelihood of taking actions. “Thus a 
sufficiently threatened individual would not be expected to 
accept the recommended health actions unless it was 
perceived as feasible" (Janz & Becker, 1984, p. 2).
Perceived barriers can be directly measured by the health­
care practices of individuals. Those individuals with 
HIV/AIDS participating in positive health behaviors 
(exercise, nutrition, adherence to medical regimen) may have 
recognized that perceived benefits outweigh perceived 
barriers. These individuals may have believed that medical
12
compliance and healthy behaviors may increase quality of 
life, possibly slow the progression of the disease, and 
increase longevity.
The HBM model focused on patient compliance and health­
care practices. The model integrated psychological theories 
of goal setting, decision-making, and social learning 
(Polit & Hungler, 1991). The model postulated that health 
seeking behaviors are influenced by a person's perception of 
a threat posed by a health problem. Each one of the 
components of the HBM can be measured by the health locus of 
control and health-care practices. The nurse practitioner 
must remember that persons with HIV/AIDS have choices. These 
may range from the pharmaceutical management of the disease 
to seeking medical interventions or treatment. By 
understanding these choices and practices, through the 
Health Locus of Control and health behaviors, nurse 
practitioners may be able to provide individualized care to 
these clients and identify the areas of focus for the 
management and education of the disease.
Assumptions
The following assumptions were accepted:
1. Health locus of control can be measured.
2. Health care behaviors can be measured.
3. The components of the Health Belief Model can be 
applied to health behavior practices and health 
locus of control.
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4. Knowledge of a client's health locus of control and 
health care behaviors is necessary to individualize 
care for HIV/AIDS individuals.
Statement of the Problem
Although research has suggested that a relationship 
exists between health behaviors and health locus of control 
in well populations, these variables have not been examined 
in HIV/AIDS individuals. This study addressed the question: 
What is the relationship between the health locus of control 
and health care behaviors in HIV/AIDS individuals?
N y l j  HypQ .thigs.iff
The hypothesis which guided this study was this : There 
will be no relationship between the health locus of control 
and health care behaviors in HIV/AIDS individuals.
ThQQX^tigal
For this study, the following terms were identified: 
Health locus of control: The health locus of control 
was the extent to which people believe their health outcomes 
are under their personal control or under the control of 
powerful others or due to chance happening as 
operationalized by the Multidimensional Health Locus of 
Control Scale (see Appendix A).
Health care behaviors: The health care behaviors were 
individual well-seeking actions for self-actualization, 
health responsibility, exercise, nutrition, interpersonal
14
support, and stress management as operationalized by the 
Health-Promoting Lifestyle Profile (see Appendix B).
HIV/AIDS individuals: HIV/AIDS individuals were 
individuals 21 to 65 years of age, who were English speaking 
and able to read at the eighth grade reading level, had a 




This review of the literature focused on past published 
research that utilized the Health Locus of Control Scale, 
Health-Promoting Lifestyle Profile and the Health Belief 
Model. Also previous research with HIV/AIDS individuals was 
included. One limitation in the existing literature was that 
there were no studies found that exclusively correlated the 
relationship between the health locus of control and health 
behaviors in HIV/AIDS individuals. However, the scales have 
been utilized in populations with chronic illnesses. 
Established studies recommended exploration of these areas, 
but little research has been conducted to examine the 
magnitude of the relationship between theses two variables. 
Therefore, the review of the literature included studies 
using the Health Locus of Control Scale, Health-Promoting 
Lifestyle Profile, and a study measuring locus of control 
with HIV/AIDS individuals.
Health Locus of Control
There has been a great deal of research that examined 
the Health Locus of Control in specific populations. 
Zindler-Wernet and Weiss (1987) investigated the health
15
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locus of control and preventive health behaviors in 
employees working at a large health sciences campus in a 
major metropolitan area. Their research was based on the 
proposition that preventive health behaviors can be 
predicted in part by the individual health locus of control 
beliefs. The hypothesis proposed that (1) individuals 
reporting a history of preventive behavior would demonstrate 
significantly less belief in the influence of chance on 
health than individuals with no history of preventive 
behaviors, (2) individuals seeking a comprehensive appraisal 
regarding health risks would demonstrate significantly less 
belief in the influence of chance on health than a normative 
group of adults who were not known to have sought risk 
information, and (3) individuals initiating preventive 
health behaviors in response to health-risk information 
would demonstrate significantly less belief in the influence 
of chance as it relates to their health than individuals who 
did initiate preventive behaviors (Zindler-Wernet & Weiss, 
1987).
In all, 123 subjects constituted a convenience sample, 
representing 1.3% of the 9,100 employees. An ex post facto 
design was used to examine the relationship between the 
health locus of control beliefs and preventive health 
behaviors. The Health Hazard Appraisal was administered to 
measure health behaviors such as lifestyle habits and health 
care practices. The Health Locus of Control Scale was
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administered to determine if the individual was internally 
or externally controlled. Approximately 200 questionnaires 
were mailed to employees requesting participation in the 
study, of these, 123 were completed and returned.
Data were analyzed using t tests. Although no 
conclusive support (p < 0.4) for the conceptual link between 
expectancies regarding chance health locus of control and 
one's potential for preventive health behavior was 
established, the researchers identified supportive 
directions (Zindler-Wernet & Weiss, 1987). Support for the 
first hypothesis suggested that a reported history of 
preventive behaviors was clearly related to less belief that 
chance was a major influence over one's health status. The 
majority of all subjects were determined to be highly 
internal in their locus of control and those who engaged in 
preventive health behaviors were more purely internal than 
those with no such history. Support for hypothesis 2 also 
suggested that individuals who were more motivated to seek a 
comprehensive appraisal of risks to their health had fewer 
expectancies than a normative population that believed fate 
or luck would influence behavior and less on the influence 
of powerful others in achieving good health. When 
considering an individual's decision to initiate preventive 
behaviors as a result of individualized recommendations 
(hypothesis 3), results were more complex. Results also 
indicated that expectancies regarding health locus of
18
control should not be considered in isolation of important 
environmental and experimental variables when attempting to 
understand an individual's decision to initiate recommended 
preventive health behaviors (Zindler-Wernet & Weiss, 1987).
The researchers suggested that the findings must be 
interpreted cautiously due to the nonrepresentative 
characteristics of the sample and questions regarding the 
validity of the individual's self-report preventive health 
behaviors. The results suggested two important areas for 
future research: (1) more sophisticated examination of the 
complex relationships among expectancies, psychosocial 
variables, and reinforcement values as conjoint predictors 
of preventive health behavior and (2) development and 
testing of specific health locus of control and health value 
measures that address the unique characteristics of 
different preventive health behaviors (Zindler-Wernet & 
Weiss, 1987).
Another study conducted by Balsmeyer (1984) examined 
the relationship of health locus of control and adherent 
behaviors in clients that were being managed in a 
hypertension control program. The investigator incorporated 
the Health Belief Model (HBM) as the theoretical framework. 
Balsmeyer (1984) pointed out that there has been 
“conflicting evidence of locus of control on the chronic 
hypertensive person that has been explained as a shift from 
an internal to a more external orientation as people
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experience the complexities of chronic illness" (Balsmeyer, 
1984, p. 172).
With the HBM as the theoretical background, a 
descriptive design was used to study the relationship of 
health locus of control and adherent behaviors in chronic 
hypertension individuals. Predetermined criteria were used 
to select the participants according to whether they were 
defined as adherent or nonadherent. The adherent group 
consisted of 22 subjects while the nonadherent group had 21 
subjects. There were 24 males and 19 females that comprised 
the sample. The length of time that the clients were 
diagnosed with hypertension varied from 1 to 10 years.
The survey tool was the Health Locus of Control Scale. 
Data were subjected to descriptive and inferential 
statistics. The Mann-Whitney U Test was used to evaluate the 
difference between the two groups. The observed z. value was 
2.34 and exceeded the critical value of ± 1.96, thus the 
adherent group was more internally controlled than the 
nonadherent clients. The author suggested that locus of 
control orientation may move in the external direction as 
the length of time one has a chronic disease increased 
(Balsmeyer, 1984).
The researcher suggested strategies to promote health 
self-care should be implemented. One strategy addressed was 
the importance of meaningful interpersonal relationships.
“Continuity of care that is provided by a primary nurse does
20
much to develop confidence of the client in the 
practitioner's ability as well as to prevent fragmentation 
of care" (Balsmeyer, 1984, p. 174), A second strategy to 
enhance the client's self-concept was suggested. Those with 
positive self-esteem demonstrated a greater compliance. 
Specifically, the nurse can point out unique strengths that 
the client possesses, review the successes that have been 
experienced, and relate those successes to the health- 
seeking behavior that the client chooses to follow. In 
addition to these strategies, Balsmeyer (1984) reviewed 
specific measures that health care providers may utilize to 
promote positive health outcomes for client self-care 
behaviors such as emphasis on self-reliance and 
independence.
Both of these studies examined the relationship between 
health locus of control and health behaviors. Findings 
suggested that a relationship existed in particular 
populations. However, research had not established a 
relationship between these two variables in HIV/AIDS 
individuals.
since the development of the Health Promoting Lifestyle 
Profile, most research with this instrument has been focused 
on well populations. Foster (1992) examined health promotion 
and lifestyle satisfaction in elderly Black adults. The 
purpose of this research was to describe and analyze the
21
relationship between health-promoting behaviors, perceived 
current health status, and life satisfaction in older Black 
adults using two controlling hypotheses. The first 
hypothesis stated that there is a positive relationship 
among older Black adults between perceived current health 
status, health-promoting activities, socioeconomic status, 
age, and life satisfaction. The second hypothesis stated 
that there are inverse relationships between the use of 
tobacco products by older Black adults and engagement in 
health-promoting activities and their perception of their 
current health status as good. Variables were selected based 
on Pender's (1982) health promotion model (Foster, 1992).
A convenience sample of 100 older Black adults aged 60 
to 89 years with a mean age of 73 years was obtained from a 
group of 120 adults who were approached at a seniors' 
activity center in a south-western city. The Health 
Promoting Profile was used to measure health care behaviors. 
The Current Health Scale measured the individual's 
perceptions of their health at a given point in time. The 
investigator also included a modified version of the Life 
Satisfaction Index to measure life satisfaction. A 
demographic survey also was administered to measure 
variables such as age and gender. Pearson product moment 
correlations were computed to test each of the two 
hypotheses. The level of significance was at or below .05 
(Foster, 1992).
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The first hypothesis theorized the existence of 
positive relationships between perceived good current health 
status, health-promoting activities, high socioeconomic 
status and life satisfaction in older Black adults. This 
hypothesis was supported by Foster's (1992) finding with a 
p = 0.03. The second hypothesis theorized an inverse 
relationship between the use of tobacco products and 
engagement in health-promoting activities. Findings revealed 
a significant inverse relationship (p = 0.02) between Health 
Promoting Lifestyle and the number of cigarettes smoked but 
no significance for other tobacco products (p = 0.36). In 
other words, those people who engage in the highest number 
of health promoting behaviors were less likely to smoke or 
smoked fewer cigarettes than those who engaged in fewer 
health-promoting behaviors. From these findings, Foster
(1992) emphasized the importance of further research with 
health-promoting behavior in a variety of populations, 
including those with chronic and acute illnesses.
This study examined health promoting behaviors in a 
well population of older Black adults. Research suggested 
that health-promoting behaviors may be identified and 
suggestions, education, and management can be centered 
around the current health practices of the individuals. 
However, health behaviors and the motivational factors 




There has been a tremendous amount of research in the 
area of HIV/AIDS. However, there is very little research 
that examined health behaviors or locus of control in this 
population. One study by Lacock (1993), examined the 
relationship between Health Locus of Control, Perceptions 
about Professional Health Care (PHC), and General Knowledge 
(KNOW) about HIV disease. The primary questions examined by 
the study were these: Do persons with AIDS with an internal 
focus demonstrate that they can more effectively cope with 
this disease as compared with externally controlled clients? 
Do those persons with AIDS with an internal focus interact 
more positively with the health care components of their 
environment as compared with externally controlled clients?
Three sites were identified that provided counseling 
information to individuals with HIV/AIDS. The Health Locus 
of Control instrument, the KNOW scale, and PHC scale were 
administered to 56 individuals with HIV/AIDS. Cronbach's 
Alpha was computed for each of the three instruments to 
determine the degree to which each instrument was measuring 
a single dimension. The coefficients for LOC, PHC,and KNOW 
were .759, .789, and .721, respectively. For the primary 
analysis of this study, the study group was split at the 
median in order to obtain two groups to compare an 
internally controlled group (LOC) and an externally 
controlled group. A one-way, fixed effects analysis of
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variance (ANOVA) was used to compare the two groups for each 
dependent variable, PHC and KNOW. A significant difference 
(p = .05) was found between two groups with the more 
internally controlled group demonstrating a more positive 
perception about their professional health care (PHC)
(Lacock, 1993).
The investigator concluded that internally controlled 
subjects had a more positive regard for health care. Both 
internally and externally controlled individuals with 
HIV/AIDS demonstrated a high level of knowledge about HIV
disease. Since these HIV/AIDS clients were at sites which
attempted to educate them about this disease, it was not 
surprising that they had a high degree of knowledge. Lacock
(1993) suggested that health care providers may assist 
externally based HIV/AIDS individuals to take more 
responsibility for their care by recognizing and making 
choices. Strategies can be formulated to help these
individuals move away from the victim role.
SMjmary
There are numerous studies that have examined health 
locus of control or health behaviors in a variety of 
populations. However, there is very little research in the 
area of health care behaviors and locus of control in 
HIV/AIDS individuals. With a strong emphasis for health care 
providers to individualize care for their clients, it is 
necessary to investigate this area to give providers an
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understanding of motivation and health care practices so 
that tailored care can be implemented. The understanding of 
the relationship of the health locus of control, health 
promoting behaviors, and the Health Belief Model, may assist 




This chapter presents the methodology components of 
this research. The purpose of this research was to correlate 
the health locus of control and health behaviors in the 
HIV/AIDS individuals. This included identification of the 
variables, settings, population, methods of data collection, 
and data analysis that were appropriate to this 
correlational study. The information obtained from this 
study will assist nurse practitioners in determining whether 
HIV/AIDS client have specific behaviors regarding the 
control over their health and if the client's health 
behaviors are related to their health locus of control.
Dgsigp. Qf. StWy
A descriptive correlational study was undertaken to 
determine whether a relationship exists between health 
behaviors and health locus of control. The researcher only 
attempted to identify the magnitude and direction of the 
relationship and not to establish cause and effect, thus, 




The variables of interest were the health locus of 
control, as reflected by the score on the MHLCS, and health 
behaviors, as reflected by the score on the HPLP. Controlled 
variables included the age, language skills, and diagnosis 
of the subjects. The intervening variables may have included 
socioeconomic status, state of physical and mental well­
being on the day of the testing, and honesty of the 
subjects.
Setting, Population, aM Sample
The setting for this study involved four HIV/AIDS 
support groups in an urban, mid-south area in the United 
States. This urban area has a population of 981,747, of 
which 65% are Black and 62% are age 21 and older. There are 
1,250 reported individuals that have HIV or AIDS in this 
area (Shelby County Health Department, 1994).
The HIV/AIDS support groups were located in various 
sites throughout the area. One support group was affiliated 
with a local hospital. Two support groups were affiliated 
with churches. The other support group was affiliated with a 
non-profit organization. All the support groups were open to 
individuals that were diagnosed with HIV/AIDS. Each one of 
these groups included one facilitator to lead and guide the 
discussions related to HIV/AIDS. Each group consisted of ten 
to twenty members. A previous sample estimation of 50 
subjects was established prior to the data collection which
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was based on reports of attendance to these groups. From 
this predetermined estimate, a convenience sample was 
utilized to obtain the subjects. Criteria for subjects for 
this study included having a documented diagnosis of 
HIV/AIDS, being at least 21 to 65 years of age, speaking 
English, being able to read material at eighth grade reading 
level, and giving consent to participate. The majority (90%) 
of the participants in the support group were 21 years of 
age or older and had a variety of ethnic and educational 
backgrounds.
Methods ..O.f CQli^QtiOD
First, permission to conduct this study was granted by 
the Mississippi University for Women's Committee on Use of 
Human Subjects (see Appendix C). Following the approval of 
the study, oral permission was obtained from the 
facilitators of each of the four support groups. Next, 
arrangements were made to distribute the questionnaires. The 
facilitators agreed to speak with the support group 
participants to obtain majority acceptance of the 
participation in the study. Members agreed to participate in 
the research. The researcher arranged to be present at each 
of the four support groups. After formal introductions were 
made by the facilitator, a brief synopsis of the study was 
presented to the support group. The researcher asked each 
individual that would meet subject criteria, to complete the 
three questionnaires. Pencils were also supplied to
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participants. A cover letter was attached to the 
questionnaire that explained the purpose of the study, 
requested participation, assured confidentiality, and 
assured that refusing participation would not affect 
participation in the support group (see Appendix D). The 
investigator then verbally reinforced that subjects' names 
were not to be written on questionnaires and would not be 
known as data were reported as group information. Members 
were then instructed to place completed questionnaires in a 
box labeled “ completed questionnaires". The researcher then 
left the facility. A pre-arranged time to collect 
questionnaires was determined by the facilitator. Collection 
of data was from May 10, 1995, to June 10, 1995.
The instruments utilized for measuring variables in the 
study included the Multidimensional Health Locus of Scale 
(MHLCS) and the Health-Promoting Lifestyle Profile. Wallston 
et al. (1986) designed the MHLCS Scale to categorize 
motivation as either internally or externally controlled. 
This scale was selected because it assesses three dimensions 
of the health locus of control: beliefs, internality, and 
powerful others. “By assessing more than one dimension of 
health locus of control, the probability of increasing 
understanding and prediction of health behaviors could be 
increased" (Wallston et al., 1986, p. 167). Additionally, 
this scale was brief, easy to administer, and an appropriate
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tool for the study and the sample studied.
The MHLCS is a Likert-type scale which consists of 18 
declarative statements to which respondents indicate how 
strongly they agree or disagree. Responses ranged from one 
(strongly disagree) to six (strongly agree). Answers were 
scored based on the statement selected. With positively 
worded items, “strongly agree" statement selections received 
a low score and with negatively word items, a high score is 
given for “strongly agree". After each item was scored in 
this manner, each dimension of the MHLCS is assigned a total 
score. The categories in which the scores are highest score 
indicate the MHLCS of the respondent.
Reliability and validity have been well established for 
the MHLCS with particular populations but have not been 
established for HIV/AIDS individuals. Predicted reliability 
was reported for the scale after its development with alpha 
reliability that increased from .830 to .859 (Wallston et 
al., 1986). Succeeding research has continued to contribute 
to the originally established reliability of the MHLCS. In 
an evaluative report of the MHLCS, Wallston et al. (1986) 
reported alpha reliability from various studies that ranged 
from .55 to .87. The investigator obtained permission for 
the use of the MHLCS and information on scoring of the 
instrument (see Appendix E).
The Health Promoting Lifestyle Profile is a 48 item 
tool that measures health-promoting behaviors. The tool has
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six subscales: Self-Actualization, Health Responsibility, 
Exercise, Nutrition, Interpersonal Support, and Stress 
Management (Pender, 1986). It was tested on 1,083 men and 
women aged 18 to 88 years of age. The alpha reliability 
coefficient for the 48 item scale was .925; alphas for the 
six subscales ranged from .702 to .904 (Foster, 1992). The 
Self-Actualization subscale had an average alpha coefficient 
of .81 and consisted of such items as “Feel I am growing and 
changing personally in a positive direction" and “Am 
enthusiastic and optimistic about life” .
With the second highest alpha coefficient average of 
(.73), the Health Responsibility subscale included such 
statements as “Have my cholesterol checked and know the 
results" and “Question my physician . . . ." The alpha
coefficient for the Exercise subscale average was .67. This 
subscale included such questions as “Perform stretching 
exercise at least three times per week." The Nutrition 
subscale included such statements as “Eat breakfast" and 
“Read labels to identify the nutrients in packaged foods." 
The Interpersonal Support subscale had an alpha coefficient 
of .71 and included statements such as “Enjoy touching and 
being touched by people close to me." The Stress Management 
subscale included statements such as “Practice relaxation or 
meditation for 15 to 20 minutes daily"; the alpha 
coefficient of this subscale was .65. All subscale items 
were scored as follows: never (N), 1; sometimes (S), 2;
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often (O), 3; and routinely (R), 4. Written permission was 
obtained for the use of this instrument and scoring of the 
instrument (see Appendix F).
Demographic information was assessed at the beginning 
of the questionnaire (see Appendix G). Subjects were asked 
to place an “x" at the category that most closely 
represented them.
Pf Data Aaalyisig.
Descriptive statistics were generated and examined to 
identify the relationship that exists between health 
behaviors and health locus of control in HIV/AIDS 
individuals. Demographic variables also were included in the 
analysis process. The investigator reviewed each 
questionnaire and discarded any questionnaires that were 
deemed not useful due to lack of completion. Following this 
procedure, scores were calculated on the MHLCS and the 
Health-Promoting Lifestyle Profile. These data were then 
coded on a “Coded Data Form" (see Appendix H) created by the 
investigator. After the coded data forms were completed. The 
information was placed into a data base program, 
individualized for the study, generated though d-BASE IV.
The data base was then given to a statistician to 
collaborate statistical analysis of the coded data. Simple 
linear regression analysis was established as an appropriate 
method of analysis since it was designed to make predictions 
about the numerical values of one variable based on the
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scores or values of another variable (Polit & Hungler,
1991). A multiple regression method was implemented for the 
demographic information that was obtained. This statistical 
analysis is a procedure for the understanding the effects of 
two or more independent variables (demographics) on a 
dependent variable (health locus of control and health- 




The purpose of this study was to determine if a 
relationship existed between the health locus of control and 
health behaviors in HIV/AIDS individuals. A descriptive 
correlation design was employed. Data were derived from the 
Multidimensional Health Locus of Control to determine the 
locus of control of the individual. The Healthy-Lifestyle 
Profile was utilized to measure the likelihood for 
participating in health-promoting behaviors. Demographic 
information including age, sex, income, race, marital 
status, and employment was also included. In this chapter 
the sample is described. Furthermore, results of data 
analysis and additional findings of interest are presented.
Pgggriptipn Qf Sample
The convenience sample (M = 51) included individuals 
meeting the criteria who participated in AIDS support groups 
between May 10, 1995, and June 10, 1995. The subjects ranged 
in age from 21 to 56 years of age. Twenty-seven (53%) of the 
sample were males. Twenty-four (47%) of the participants 
were female. Twenty-three (45%) of the participants were 
Caucasian and 55% were Afro-Americans. Fifteen of the
34
35
participants were married. Income ranged from less than 
$10,000 a year to more than $40,000 a year.
The range of scores on the MHLCS was 38 to 81 with a
mean of 60.05. From this score, 20.98 represented a mean for 
internally controlled subjects (n = 31), 19.11 for those 
externally controlled-chance (jn = 10), and 19.96 for those 
externally controlled-powerful others (n = 10). A standard 
deviation of 9.61 was determined for the Health Locus of 
Control. The range for the Health Promoting Lifestyle 
Profile was 89 to 153 with a mean of 125.37, which indicated
that 32 of the participants were more likely to participate
in positive health care practices. This data can be found on 
Table 1.
NypQt.hje.gis. An^lygiis
The researcher hypothesized that a correlation would 
not exist between Health Locus of Control and Health 
Behaviors in HIV/AIDS individuals. To test this hypothesis 
the researcher subjected data to a simple linear regression 
analysis at p < .05 level of significance. The obtained p 
value was .494. This value led the researcher to fail to 
reject the null hypothesis: There is no significant 




Health-Promoting Lifestyle Subsets Expressed in Means of SD 
Variable N Mean SD
Hea1th-Promoting Lifestyle 51 125.37 16..69
Self-Actualization 51 36.37 8..65
Health Responsibility 51 25.80 4..64
Exercise 51 12.31 2..88
Nutrition 51 14.05 3,.15
Interpersonal Support 51 18.37 4..14
Stress Management 51 18.13 3..33
Additional Findings
In order to examine the data more fully the researcher 
analyzed the demographic data and the MHLC and Health- 
Lifestyle Profile scores using a multiple linear regression 
analysis method. Significant findings were as follows:
1. Age correlated with the likelihood of participation 
in health-promoting behaviors (p = .041). As age 
increased, the likelihood to engage in health 
behaviors increased.
2. Age correlated with the subset of Health 
Responsibility (p = .028). As age increased the
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likelihood of participation in Health Responsibility 
increased.
3. Nutrition correlated with race (p = .015).
Caucasians were more likely to participate in better 
nutritional intake.
4. Interpersonal Support correlated with sex (p =
.001). Males were more likely to have interpersonal 
support systems than females.
5. Health Responsibility correlated with sex (p =.015). 
Males were more likely to participate in health 
responsibility than females.
The sample (N = 51) had a mean age of 35 years. Race 
was represented with Caucasians and Afro-Americans without 
other ethnic groups. The majority of the participants were 
men (n = 27). Fifteen participants were married. No 
significant correlation between health behaviors and health 
locus of control was found. There was not a significant 
correlation between health locus of control and demographic 
variables. However, age, race, sex, and income correlated 
with subsets of the Health-Promoting Lifestyle (see Table 
2).
Table 2
Correlation of Demograohic Variables with
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Health-Promoting
Lifestvle. Self-Actualization. Health ResDonsibilitv.Exercise. Nutrition. Interpersonal Support . and StressManagement Expressed in Probabilitv Values bv Multiole
Linear_Rsgr.egglQn Analysis
Subset Age Race Sex Income Marital Status
HPL .041* .077 .129 .055 .679
SA .392 .197 .677 .248 .611
HR .028* .338 .015* .480 .387
EX .623 .061 .750 .063 .680
NUT .132 .015* .981 .851 .671
IPS .979 .683 .001* .063 .683
SM .380 .929 .223 .171 .929




Although numerous studies have examined health locus of 
control and health behaviors, very little research has been 
done to evaluate this relationship in HIV/AIDS individuals. 
The purpose of this study was to explore the variables of 
health behaviors and health locus of control in HIV/AIDS 
individuals. Becker's interpretation of the Health Belief 
Model (HBM) served as the conceptual framework relating 
motivation and personal perception of disease as a means of 
participation in health practices.
In this descriptive correlational study two instruments 
for data collection were utilized: the Health-Promotion 
Lifestyle Profile and the Multidimensional Health Locus of 
Control Scale. Data were collected from a sample (M = 51), 
who resided in a large mid-south urban area. Descriptive 
statistics, simple linear regression analysis, and multiple 
linear regression analysis were employed to analyze the 
data.
In this chapter, a summary of the findings from this 
study and their meanings are discussed. Also included are 





The sample was comprised of 51 HIV/AIDS individuals 
residing in a mid-south area. The participants ranged in age 
from 21 to 56 years of age. Twenty-seven (53%) of the sample 
were males and 24 (47%) were female. Forty-five percent (n = 
23) were Caucasians and 55% were Afro-Americans. Fifteen of 
the participants were married. Income of the subjects ranged 
from less than $10,000 a year to more than $40,000 a year. 
The range of scores on the MHLCS was 38 to 81 with a mean of 
60.05. From this score, 20.98 represented a mean for 
internally controlled participants (n = 31), 19.11 as mean 
for those that were externally controlled-chance (n = 10), 
and 19.96 for those that were externally controlled-powerful 
others (n = 10). The range for the Health-Promoting 
Lifestyle was 89 to 153 with a mean of 125.37.
The null hypotheses, which stated there would be no 
correlation between the health locus of control and health 
behaviors in HIV/AIDS individuals, guided the study. No 
significant relationship (p = 0.49) emerged; therefore, the 
researcher failed to reject the hypothesis. Additional 
findings of selected demographic variables such as sex (p = 
.015), age (p = .041), and race (p = 0.15), were found to be 
significantly correlated with health behaviors.
Discussion
Since health behaviors and health locus of control have 
not been researched in HIV/AIDS individuals, the findings of
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this study, which disclosed no significant correlation 
between these two variables, cannot be supported in the 
literature. However, a study by Zindler-Wernet and Weiss 
(1987) examined the proposition that preventive health 
behaviors can be predicted in part by an individual's health 
locus of control. These researchers concluded that a 
reported history of preventive behaviors were clearly 
related to less belief that a chance was a major influence 
over one's health status. Their data also indicated that the 
majority of all subjects were highly internal in their locus 
of control based on their mean scores and those with a 
preventive health behavior were more purely internal than 
those with no such history. However, the current study did 
not find a relationship between externally and internally 
controlled individuals in relation to preventive health 
behaviors.
Although this current study did not examine these 
health behaviors, the correlation between demographic data 
and health-promoting behaviors serves to support Zindler- 
Wernet and Weiss (1987) findings. Their findings revealed 
that as age increased so did participation in preventive 
health behaviors. However, the sample obtained for their 
study was with a well population. This may account for the 
higher percent of internally controlled individuals that 
participated in preventive health behaviors. Without illness 
as a factor in one's life, there may be more opportunity to
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participate in positive health behaviors without physical 
restraints. However, the current research found no 
correlation between health behaviors and locus of control 
(internal or external) in the HIV/AIDS population.
Another study, which examined the relationship of 
health locus of control to adherent behaviors of individuals 
being serviced in a hypertension control program, was 
performed by Balsmeyer (1984). The investigator incorporated 
the Health Belief Model as the theoretical framework of the 
research. The findings revealed that the adherent group was 
more internally controlled than the nonadherent group 
clients. The author suggested that locus of control 
orientation may move in the external direction as the length 
of time one has a chronic disease increases. The sample of 
hypertension clients was similar to the sample utilized in 
the current study in regards to the chronicity of the 
illness. However, the current findings did not suggest a 
relationship existed between health practices in internal or 
external controlled individuals for this sample population.
Pender's (1987) Health-Promoting Lifestyle Profile has 
focused on well populations. Foster (1992) examined the 
relationship between health-promoting behaviors and 
lifestyle satisfaction. The researcher found that there was 
a positive relationship between perceived good current 
health status, health-promoting behavior activities, high 
socioeconomic status and life satisfaction in older Black
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adults. Although the sample was different from HIV/AIDS 
individuals, one finding was similar to the current study. 
Foster found that as age increased in the older Black adult, 
they were more likely to participate in positive health care 
practices. The current study revealed that as age increased 
the likelihood of participation in health care behaviors 
increased in HIV/AIDS individuals.
The Health Belief Model guided the theoretical 
framework of the current study. The components of the HBM 
directly relate to health locus control and health behaviors 
of an individual. Cues to action are motivational factors 
which influence an individual to participate or seek health 
care (Diclemente & Peterson, 1994). These cues can be 
identified by the health locus of control whether the 
individual is internally or externally controlled. The end 
product of the HBM is the likelihood of action which can be 
directly measured by the participation of health care 
practices of an individual.
There were several limitations that were noted from 
this study. HIV/AIDS support group participants are not 
representative of the entire HIV/AIDS population. A certain 
degree of * self-responsibility" and internal health locus of 
control may be assumed if the members are actively 
participating in a support group. Also, response bias is
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possible because participants may have attempted to present 
a favorable self-image.
There were several methodological weaknesses to this 
study. One weakness may involve the size (N = 51) and 
ethnicity of the sample which may have impacted the findings 
of this study. Additionally, the research tools are well 
established; however, they have not been used together with 
a sample of HIV/AIDS individuals. This research is 
quantitative and perhaps qualitative research to measure 
locus of control and health behaviors would more accurately 
allow the individual to verbalize their own perceptions. The 
findings should be used cautiously since the study did not 
examine the length of HIV infection or the stage of the 
disease.
There were several conclusions that were derived from 
this study. No significant correlation existed between 
health locus of control and health behaviors in HIV/AIDS 
individuals. This refutes the study by Balsmeyer (1984) that 
showed a relationship existed between health care practices 
and locus of control. However, a significant relationship 
was determined between demographic variables and health care 
behaviors, which supports Zindler-Wernet and Weiss' (1987) 
findings. The study found that there was no relationship 
between externally or internally controlled individuals and 
the participation in health care practices.
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Although findings do not clearly represent all of the 
dimensions of the Health Belief Model, the components of the 
model provide an appropriate framework for evaluating health 
behaviors and health locus of control in HIV/AIDS 
individuals. One component, cues to action, directly relates 
to external controlled behaviors. The “likelihood of action" 
component can be linked to the health care practices of the 
individuals.
There was a significant relationship between health 
behaviors and the demographic variables of age, sex, and 
race. The researcher concluded that these variables do 
impact the health behaviors of individuals.
Implications
Health care providers must emphasize the importance of 
health promotion. Clients need proper education, guidance, 
and support in order to comply with the prescribed therapy. 
The nurse practitioner is educated to adequately assess, 
diagnose, plan for, intervene with, and evaluate a client 
with HIV/AIDS or other chronic illnesses. With the 
increasing number of HIV/AIDS clients in primary care 
settings, nurse practitioners must be cognitive of their 
needs and management of their care. Thus, assessment of 
behaviors and the motivational factors (internal versus 
external control) behind their actions are important 
elements in client care and should be considered when
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developing an individualized plan of care for these 
individuals.
Nurse practitioners must realize that dimensions such 
as demographic and cultural characteristics play an 
important role in determining health behaviors. The 
practitioner, when assessing and planning treatment regimens 
for clients, cannot overlook the individual characteristics 
which tend to influence the participation in positive health 
behaviors. Based on the findings of this study, age, race, 
and gender deserve special attention when developing a 
mutual treatment plan for individuals that are suffering 
from HIV or AIDS.
Education and follow-up care are two main areas on 
which the nurse clinician must focus to promote health. 
Educational programs can be established and provided by the 
nurse practitioner for HIV/AIDS clients seen in various 
health care settings. The importance of positive health care 
practices must be stressed and monitored. Both education and 
current health care practices are ways of determining health 
beliefs to be altered. With the complexity of the disease 
process of AIDS, nurse practitioners must focus on 
preventive complications of this disease, which may be 
accomplished by focusing on positive health-promoting 
behaviors. The nurse practitioner must possess an 
understanding of the motivation cues and factors behind the
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health care participation and include these in the mutual 
treatment regimen-
The final implication from this study related to the 
use of the Health Belief Model as a theoretical framework 
within which to focus on the client's attitudes and beliefs 
for predicting adherence to a medical regimen. This model 
provides an understanding of the dynamics of behavior 
changes in response to health recommendations. By direct 
examination of the individual's perceptions and modifying 
factors (demographic variables, support systems), the nurse 
practitioner has a solid framework in which to focus on 
health promotion and design a treatment plan tailored for 
the client's needs.
The findings from this study contribute to existing 
knowledge regarding health behaviors in chronically ill 
patients, health locus of control in HIV/AIDS individuals, 
and the relationship between the phenomena. However, nurse 
practitioners must continue to examine this relationship 
with larger samples in various demographical locations.
Other variables should be analyzed with health behaviors and 
locus of control such as progression of the disease and 
participation in positive or negative health care practices. 
Personal attitudes and beliefs about health care practices 
in persons with HIV or AIDS should be assessed. As the 
number of individuals infected with HIV increases, the 
relationship between health behaviors and health locus of
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control will become a prevalent area for research for nurse 
practitioners.
Recommendations
As a result of this study, the following 
recommendations are made:
1. Replication of this study with a larger sample size 
and additional ethnic groups.
2. Replication of a similar study utilizing 
participants from a wide variety of settings such as 
hospitals, home-bound patients, and rural health 
care settings.
3. Development of valid and reliable research tools for 
measuring health behaviors in chronically ill 
individuals such as those with HIV or AIDS.
4. Conduction of more research using the Health Belief 
Model to examine health practices in the HIV/AIDS 
population.
5. Conduction of longitudinal studies that examine the 
relationship between health locus of control and 
health behaviors in HIV/AIDS as the disease 
progresses.
6. Conduction of qualitative research that examines the 




1. Implementation of the nurse practitioner role to 
promote health care behaviors in HIV/AIDS 
individuals.
2. Recognition and assessment of health behaviors and 
beliefs to be included in the basic education of all 
health care providers.
3. Implementation of individualized plans of care for 
HIV/AIDS individuals, recognizing the holistic 
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Multidimensional Health Locus of Control
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M u ltid im e n s io n a l H e a lth  Locus o f C o n tro l
Insiruciions; Each item below is a belie f SLaiemcni aboui H IV  infecLion w ith which you may 
agree or disagree. Beside each siaiemeni is a scale which ranges from suongiy disagree (1) lo 
strongly agree (6). For each item we would like you to circle the number that represents the extent 
to which y. u disagree or agree with the statemenL The more strongly you agree w ith a statement, 
then the low er w ill be the number yoti circle. Please m ^ e  sure that you answer every item and that 
you c irc le  onlv one number per item. This is a measure o f your personal beliefs; obviously, there 
are no righ t or wrong answers.
1 = S TR O N G LY  D ISAG REE (SD)
2 = M O D E R A T E LY  DISAGREE (M D)
3 = S L IG H T L Y  DISAGREE (D)
4 = SLIGHTLY AGREE (A)
5 = M O D E R A TE LY  AGREE (M A)
6 = STR O N G LY  AG REE (SA)
1. I f  m y H IV  infection worsens, it  is my 
own behavior which determines how soon 
I feel better again.
2. As to my H IV  infection, what w ill be 
w ill be.
3. I f  I see my doctor regularly, I am less 
like ly  to have problems w ith my H IV  infection.
4. Most things that affect my H IV  infection 
happen to me by chance.
5. W henever my H IV  infection worsens, I 
should consult a medically trained professional.
6. I f  m y H IV  infection worsens, it is my 
own behavior which determines how soon 
1 feci better again.
7. Other people play a big role in whether 
m y condition improves, stays the same, or 
gets worse.
8. W hatever goes wrong w ith  m y H IV  
infection is m y own fault.
9. Luck plays a big pan in determining 
how my H IV  infection improves.
10. In order fo r my H IV  infection to improve, 
it is up to other people to see that the right 
things happen.
SD hO  D A MA Sa
2 3 4 5 6
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11. Whatever improvement occurs w ith m y  
H IV  infection is largely a matter o f good 
fortune.
12. The main thing which affects my H IV  
infection is what I m yself do.
13. I deserve the credit when my H IV  infection 
improves and the blame when it  gets worse.
14. Follow ing doctor’s orders to the letter
is the best way to keep my H IV  infection from 
getting any worse.
15. If  my HIV infection worsens, it’s a 
matter of fate.
16. If  I am lucky, my H IV infection will get 
better.
17. If my HIV infection takes a turn for the 
worse, it is because I have not been taking 
proper care of myself.
18. The type of help 1 receive from other people 














DIRECTIONS: This questionnaire contains statements reganting your present way of life or personal habits. 
Please respond to each Item as accurately as possible, and try not to skip any item. Indicate the regularity with 
which you engage in each behavior by circling:
























Report any unusual signs or symptoms to a physician.
Like myself.
Perform stretching exercises at least 3 times per week 
Choose foods without preservatives or other additives.
Take some time for relaxation each day.
Have my cholesterol level checked and know the result.
Am enthusiastic and optimistic about life.
Feel I am growing and changing personally in positive directions 
Discuss personal problems and concerns with persons close to me. 
Am aware of the sources of stress in my life.
Feel hap;^ and contenL
Exercise vigorously for 20-30 minutes at least 3 times per week.
Eat 3 regular meals a day.
Read articles or books atx)ut promoting health.
Am aware of my personal strengths and weaknesses.
Work toward long-term goals in my life.
Praise other people easily for their accomplishments.
Read labels to identify the nutrients In packaged food.
Question my physician or seek a second opinion when I do not agree 
with recommendatloru.
Look forward to the future.





































































































39. Find it easy to express concern, love and warmth to others.
40. Concentrate on pleasant thoughts at bedtime.
41. Find constructive ways to express my feelings.
42. Seek information from health professionals about how to take good
care of myself.
43. Otsserve my body at least monthly for physical changes/danger signs.
44. Am realistic about the goals that I set.
45. Use specific methods to control my stress.
46. Attend educational programs on personal health care.
47. Touch and am touched t>y people I care about.
46. Believe that my life has purpose.
s. Wmlke. K. Saehritf. K  1915. R iyn A ia iw i«v itko iiian th er'* ai^ rew  w ràun iwn««nl i*n et p innimi d





23. Am aware of what is important to me in life. N S o R
24. Enjoy touching and being touched by people close to me. N S o R
25. Maintain meaningful and fulfilling interpersonal relationships. N S o R
26. Include roughage/fiber (whole grains, raw fruits, raw vegetables) in my 
dieL
N s o R
27. Practice relaxation or meditation for 15-20 minutes daily. N s o R
28. Discuss my health care concerns with qualified professionals. N s o R
29. Respect my own accomplishments. N s o R
30. Check my pulse rate when exercising. N s o R
31. Spend time with close friends. N s o R
32. Have my blood pressure checked and know what it is. N s o R
33. Attend educational programs on improving the environment in which 
we live.
N s o R
34. Find each day interesting and challenging. N s o R
35. Plan or select meals to Include the "basic four" food groups each day. N s o R
36. Consciously relax muscles before sleep. N s o R
37. Find my living environment pleasant and satisfying. N 5 o R
38. Engage In recreational physical activities (such as walking, swimming, N s o R
N S o R
N ■ S o R
N S o R
N s o R
N s o R
N s o R
N s o R
N s o R
N s o R
N s o R
to UK ilns acalc may be ebiainad
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7 C C T C C T D D T  Office of the Vice President for Academic Affairs
U n iv e r s it y
F O R ' ^ O M E N  (601)329-71<;
Columbus. MS 39701
A p r i l  10, 1995
Mr. Brian w. Kiggersor.
c/o Graduat-e Nursing Prograr.
Campus
Dear Mr. Higgerson:
I am pleased to inform you that the members of the Committee 
on Human Subjects in Experimentation have approved your proposed 
research but strongly urges you to enhance the portion of your 
consent form concerning confidentiality. Due to the nature of this 
study, great care must be taken not only to assure the participants 
of strict confidentiality but also to protect the identities of the 
subjects after the study. The committee suggests that the study be 
conformed so that no names be used and all test results be 
immediately destroyed after completion.
I wish you much success in your research.
Sincerely, ^
Thomas C. Richardson Vice President 
for Academic Affairs
TR: wr
cc: Mr. Jim Davidson





I am a graduate student at the Mississippi University for Women in Columbus, Mississippi. I am 
conducting a study that is looking at the similarities and differences in motivation and health 
behaviors of individuals that are diagnosed with H IV  or AIDS. This information may assist 
health care professionals in providing more individualized care and recognizing the needs that 
exist. I am requesting your help by asking you to complete the attached questionnaires.
The information that you provide is anonymous. There is no connection between your responses 
and your identity. There are no risks associated with your participation in this study. Refusing to 
participate w ill not affect you as a support group member in any way. You may withdraw from 
this study at any time. Completion o f the questionnaires will serve as a consent for me to use this 
information.
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■© 'Vànderbilt Lfriiversity Medical Center
School o f K ursiii( Coctchaux H all
Nashville. TK  37340-OOOS 
Telephone (6t5) 323<a4O0 
FAX (615) 3< 3-7711
November 3, 1994
Briam w. Higgerson 
P.O. Box 41892 
Memphis, TN. 38174
To Whom It May Concern:
Briain W. Higgerson permission to use the Multi-Dimensional Health Locus of Control Scale for his IRB.
Sincerely,
Kenneth A. Wallston, Ph.D.
ka/ams
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Nola J. Pender PhD., RN
Telephone (402) S9S-eS61
UrWersity of Neoreska Medical Center 
600 South 42nd Street 
Omaha. Nebraska 66196-5330
May 15, 1995
Brian W. Higgerson 
?0 Box 41892 
Memphis, TN 38174
To whom it may concern:
Brian W. Higgerson has permission to use the Health-Promoting Lifestyle Profile for his 
research.
Sinccrlcy,





Please place a “ X ”  at the appropriate answer or w rite  in response where applicable;
1. Age  2. Gender; Male_____  FcmaJe_
3. Race; Afro-American___________ Caucasian_____  Native American
Hispanic. Other
4. Marital Status; Single. Married
5. Living Arrangements; L iving Alone. L iv ing w ith friends.
L iv ing w ith significant other/mate w ith  children.
L iving with significant other/mate w ithout children. 
Other; ___




More than 540,001. 
Non-Protestant
8. T>*pc o f Health Insurance: None_ 
Medicare_____
9. Education: Last grade completed.
Private Insurance
10. Number of health care visits related to HIV/AIDS status;
In last month:_____
In last 6 monthes:_____
In last year;_____
I I .  Are you currently employed? Yes. No










0 Less than 10,0001 10,001-20,000
2 20,001-30,000
3 30,001-40,000

















Health Promoting Lifestyle (HPL) 
Total Mean_____
Self-Actualization (SA)_____
Health Responsibility(HR) 
Exercise(Exe)_____
Interpersonal Support(IS)
Stress Management (SM)___
Nutrition(Nut)_____
